In the United States in 1997, the smoking prevalence among blue-collar workers was nearly double that among white-collar workers, underscoring the need for new approaches to reduce social disparities in tobacco use. These inequalities reflect larger structural forces that shape the social context of workers' lives.
| Glorian Sorensen, PhD, MPH, Elizabeth Barbeau, ScD, MPH, Mary Kay Hunt, RD, MPH, and Karen Emmons, PhD strated that behaviors such as smoking are associated with low income and cluster with social-contextual factors such as unemployment, lack of social support, living in unsafe neighborhoods, and having unmet needs for food and medical care. 6 Similarly, Graham 5, 7 reported that socialcontextual factors associated with low income are particularly relevant for smoking patterns. She concluded that different factors influence patterns of tobacco use among low-income women relative to women in the middle and upper classes. For low-income women, smoking may be used as a means of coping with economic pressures and the resulting demands placed on them to care for others.
Graham categorized these influences as including everyday responsibilities, such as child care and patterns of paid work; material circumstances, including housing, debt load, and access to a car; social support and social networks; and personal and health resources, including patterns of health-related behavior and alternative coping strategies. Even among low-income women, smoking rates were associated with having fewer resources and greater role responsibilities such as work responsibilities and child care. To date, little research has been conducted to develop effective methods to reduce classbased disparities in tobacco use. We present a social-contextual model for understanding the influence of socioeconomic position on smoking patterns, apply this model to worksite-based smoking cessation efforts among blue-collar workers, and suggest avenues along which future research may be guided by this model. We incorporate a range of social and behavioral theories and lessons from social epidemiology to explicate the socialcontextual pathways by which socioeconomic position may influence tobacco use. [8] [9] [10] [11] [12] [13] Socioeconomic position may be defined as a social relationship premised on people's structural location within the economy 14 ; it determines one's prospects in life, exposures to life stressors, and access to social, educational, and economic resources. 15 We focus particularly on occupation to identify approaches to reducing tobacco use among workers in the lowest occupational ranks. These positions include those traditionally defined as "blue collar," including crafts and kindred occupations, operatives, transportation operatives, and laborers. Illuminating the pathways by which occupation may influence tobacco use patterns, will perhaps make it possible to improve the relevance and efficacy of tobacco control interventions for blue-collar workers. Figure 1 summarizes current standard practice in tobacco control interventions for adults. 16, 17 Interventions are designed to influence mediating mechanisms along the pathway between the intervention and outcomes.
SOCIAL CONTEXT: A MODEL FOR ADDRESSING SOCIAL DISPARITIES
The social-ecological model provides a useful framework for intervening on mediating mechanisms at multiple levels of influence, one that promotes change not only in individuals but also in organizations and policies. This multilevel approach increases the overall potency of intervention efforts. 18, 19 At the individual level, interventions may be based on the rich tradition of behavioral Persistent and growing disparities in smoking prevalence by occupation underscore the need for new approaches to tobacco control. In the United States in 1997, the smoking prevalence among male blue-collar workers was nearly twice that of men in white-collar occupations (37% vs 21%), and similar disparities were observed among women (33% for women in blue-collar vs 20% for those in white-collar occupations). 1 In addition, blue-collar workers' rates of smoking are declining more slowly than those of other workers. 2 A recent analysis of data from the 2000 National Health Interview Survey found that smoking prevalence was highest among persons with workingclass jobs, low education, and low income and that each of these indicators of socioeconomic position was independently and positively associated with smoking prevalence. These findings also indicated that whereas there was no socioeconomic gradient in attempts to quit, success with quitting was highest among those with the most socioeconomic resources. 3 These disparities reflect larger structural forces that shape the social context of people's lives-the fabric and texture of day-today experiences and realities. Social context includes an array of social and material factors that ultimately have profound effects on health and health behaviors. [4] [5] [6] Source. This figure is adapted from Sorensen et al. 93 Note. HP = worksite health promotion only; HP/OSH = worksite health promotion plus occupational safety and health. and build skills needed for quitting. Policyand organizational-level influences on adult smoking cessation have included regulatory efforts prohibiting smoking in public places, including worksites; pricing and taxation policies; and restrictions on the advertising and marketing of tobacco. 17, 33 As Figure 1 illustrates, in traditional tobacco control programs, population characteristics such as socioeconomic position are generally examined as background variables needing to be controlled within analyses of intervention effects. Although this approach has been effective in reducing the overall prevalence of tobacco in the United States, 17 it has been less effective in addressing social inequalities in smoking prevalence, as demonstrated by persistent class-based disparities in smoking prevalence. What we are ignoring in this framework is the "black box" through which population characteristics influence smoking behaviors. In Figure 1 , we might imagine a black box positioned between population characteristics and the mediating mechanisms targeted by the intervention. It is important to illuminate this black box, to understand the pathways by which population characteristics influence tobacco use, and thereby to enhance the effectiveness of interventions aimed at reducing social inequalities in risk behaviors.
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Figure 2 illustrates a conceptual model that explicates the role of social context in tobacco use cessation. 37 We have defined a set of modifying conditions-that is, factors that independently affect outcomes but that interventions are not intended to influence. In essence, we are illuminating the black box described above by explicating a set of modifying conditions that express the influence of socioeconomic position on patterns of tobacco use. These social-contextual factors add to our understanding of the pathways through which factors such as occupation may influence tobacco use patterns. This figure also adds a set of social-contextual factors included as mediating mechanisms. Thus, social-contextual factors may function as either modifying conditions or mediating mechanisms, depending on their location within or outside the causal pathway between the intervention and the outcomes. We do not attempt to present the entire universe of factors that might influence or mediate behavior change; rather, we present examples of factors that may be used to guide the intervention and measurement that are particularly relevant to blue-collar workers. Others might use this model to define different mediating mechanisms and modifying conditions salient to different audiences.
Explicating these elements of the social context may enhance interventions in 2 ways. First, on the basis of social and behavioral theory and prior research, intervention planners may identify social-contextual factors that potentially are amenable to change within the context of the planned intervention. These variables are located in the "mediating mechanisms" box in the figure. Second, even when it is not feasible to intervene to change the social context, understanding the variables in-cluded in the "modifying mechanisms" box can inform interventions, increasing their salience to the participants.
In Figure 2 , we use a social ecological framework to organize these social-contextual factors across multiple levels of influence, focusing on examples of particular relevance to blue-collar workers. 18, 19, 38, 39 Individual factors may include material circumstances that are clearly associated with income and are likely to increase one's stress, such as debt load and the daily stressors and worries that arise from living in disadvantaged situations. For example, the prevalence of depression is high among both low-income individuals and smokers; smoking is thought to represent a way of coping with mood issues caused by stress and depression. [40] [41] [42] Individual factors may also intersect with job conditions to define the functional meanings of tobacco use. This construct has been used to describe the meaning given to tobacco use or the purposes such use serves in one's life, and the construct incorporates both positive and negative beliefs, attitudes, and perceptions about smokers and cigarette smoking. [43] [44] [45] [46] For workers, tobacco use may serve a range of functions, relieving boredom, isolation, or stress; increasing alertness; and facilitating camaraderie with other workers.
Interpersonal factors may include social ties, family roles and responsibilities, social norms, and relationships at work. In particular, smokers' social networks often include substantial numbers of other smokers, which limits opportunities for change. Additionally, recent research on smoking shows that characteristics of spousal support influence the ability of a smoker to quit successfully. 47 Social norms may function as mediators of the intervention; they vary by social class and are likely to be potent correlates of health behaviors. 48 Relationships with supervisors and coworkers are also pivotal. Work group life can shape the discourse on health, including how workers define threats and how they formulate coping strategies. 49, 50 Tobacco use patterns have been associated with perceived support from one's supervisor and coworkers. 51, 52 Organizational factors may include job conditions, 51 ,53,54 such as job characteristics or features of the work task that have been found to influence health behaviors, including job control and job stress, hazardous exposures at work, and the perceived benefits of the work setting. 51 Although much of the research on job stress has focused on its implications for health status, it has also been linked to various health-related behaviors, including tobacco use, by previous studies. 53, [55] [56] [57] These studies have indicated, for example, that smoking is more prevalent among workers whose abilities are underused or who have monotonous and repetitive jobs; low success in quitting smoking has been associated with higher levels of occupational stress. A key job characteristic emerging from many of these studies is that of job control, which refers to the nature and amount of the discretion workers may exercise in performing their jobs, including the degree of their control over the volume, speed, and terms of their work. Smoking is among the health behaviors associated with low job control. 58, 59 Job conditions may also include the potential for exposures to physical hazards on the job. Neighborhood and community factors may include exposure to tobacco advertising and ready availability of tobacco products. For example, Laws and colleagues 60 reported that the proportion of businesses selling tobacco, and thus displaying tobacco advertising, is inversely associated with per capita income in census tracts. Research into the tobacco industry documents made available as a result of lawsuits filed against the major tobacco manufacturers has shown that the tobacco industry views less-educated, working-class individuals as a critical market segment (E. The loyal Marlboro younger adults can be characterized as having a "working class/present oriented" mindset . . . and worry about their lives of today. . . . The concept of a working class/present oriented mindset is fully consistent with lowered levels of education. Previous analyses have shown that our market is much less highly educated than consumers in general, with the younger adult smokers becoming much less educated . . . in the future, marketing to a working class/present oriented mindset will be even more important in appealing to younger adult smokers. 61 Larger societal forces may also shape health behavior. For example, at the policy level, interventions have included regulatory efforts prohibiting smoking in public places, restrictions on youth access to tobacco products, pricing and taxation policies, and restrictions on advertising and marketing of tobacco.
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As illustrated in Figure 2 , these socialcontextual factors are shaped by a range of population characteristics. We focused on socioeconomic position, particularly occupation, as an important predictor of smoking behavior; although other population characteristics, such as gender, race/ethnicity, and age are not the prime focus of this report, we also recognize their importance. These sociodemographic characteristics shape people's social context; this context in turn influences a range of interrelated health behaviors. Understanding these relationships is paramount to the development of interventions that will be efficacious in reducing health disparities.
EMPIRICAL EVIDENCE IN SUPPORT OF THE MODEL
Worksites are an important venue for efforts to reduce cancer morbidity and mortality 62, 63 ; they also provide a promising channel for tobacco control interventions. Through worksites, it is possible to influence the health behaviors of large proportions of the population 64, 65 and to conduct repeated multilevel interventions to influence health behaviors. 63, 66, 67 Applying the social-contextual model in tobacco control trials among bluecollar workers, we have conceptualized and evaluated interventions that specifically address occupational safety and health conditions as mechanisms that mediate between blue-collar occupations and smoking behavior. Blue-collar workers experience a high prevalence of hazardous exposures on the job, 68,69 and those workers exposed to workplace hazards are more likely to be smokers even when gender, race, and education are controlled. 70 Thus, we tested interventions that included efforts to reduce hazardous occupational exposures as a means of enhancing smoking cessation rates among bluecollar workers. There are several reasons to address occupational health and safety as part of comprehensive tobacco control initiatives for blue- PUBLIC HEALTH MATTERS  collar workers. 71 First, workers' overall risk of disease is increased when they experience exposures to both job hazards and cigarettes. 72 The same toxic agents in tobacco smoke may also be present in the worksite (e.g., benzene), thereby increasing exposures to the agent among smokers. In addition, smoking may act synergistically with toxic agents found in the worksite, resulting in a more profound effect than that which might be expected from the separate influences of either the occupational hazard or smoking alone (e.g., asbestos). Second, workers may view tobacco use as being outside management's purview, whereas job-related health and safety issues may be seen as a too-often ignored responsibility of management. [73] [74] [75] We have conducted a series of studies to examine the efficacy of interventions that integrate tobacco control with occupational health and safety. The first of these studies was part of the Working Well Trial. Four research intervention sites tested the effects of a comprehensive worksite cancer prevention model aimed at nutrition and smoking, using a randomized controlled design in 114 worksites nationwide, including 24 at the WellWorks site. 65 Only the WellWorks project tested the effectiveness of a model that integrates health promotion and health protection. 62 This intervention integrated messages on tobacco control, nutrition, and occupational health in programs for both workers and management. The WellWorks site was the only study center in which a significant result for smoking cessation was observed; the 6-month quit rate in the intervention worksites was 17.3%, compared with 12.7% in the control sites (P = .037).
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In a second study, we asked the question, Does the addition of worksite health protection increase the effectiveness of the program over and above worksite health promotion only? 93 The WellWorks-2 study used a randomized, controlled design with the worksite as the unit of assignment and intervention; analyses controlled for worksite. After baseline assessments, 15 manufacturing worksites were randomly assigned to 1 of 2 conditions: (1) worksite health promotion only (HP group; 8 worksites) and (2) worksite health promotion plus occupational safety and health (HP/OSH group; 7 worksites). The intervention components are summarized in Table 1 . This comparison tested the integrated intervention, which included the addition of efforts to reduce occupational hazards; following the framework presented in Figure 2 , these efforts were considered a social-contextual mediating mechanism.
Results of this study for tobacco use cessation for blue-collar (hourly) and white-collar (salaried) workers are presented in Figure 3 . We hypothesized a priori that the integrated health promotion-health protection intervention would have the most relevance to workers in hourly positions, where exposures to hazards on the job are more common than among salaried workers. Smoking quit rates among hourly workers in the HP/OSH condition doubled relative to those among hourly workers in the HP condition (11.8% vs 5.9%; P = .04) and were comparable to quit rates of salaried workers. We found no differences in quit rates between groups for salaried workers.
Additionally, we observed that worksites in the intervention condition made statistically significant improvements in their health and safety programs, compared with control sites (A. D. LaMontagne et al., unpublished data). The sample size of worksites in the study did not provide sufficient statistical power to enable us to examine relationships between these improvements and worksitelevel smoking cessation rates. These results, however, are important because they demonstrate a positive change in overall worksite health and safety, which was identified as a key social-contextual mediating variable in the intervention. We also found that worker participation in intervention programs was significantly higher in the HP/OSH condition than in the HP condition (M. K. Hunt et al., unpublished data), as measured by process tracking of the intervention "dose" delivered in intervention sites. This finding suggests that the HP/OSH intervention resonated more strongly with workers than did the HP approach.
IMPLICATIONS OF THE SOCIAL-CONTEXTUAL MODEL
This research provides an example of the application of the social-contextual model of health behavior change that focuses on 1 element of the context of work for blue-collar workers: the potential for hazardous occupational exposures. Findings from these studies illustrate that the effectiveness of tobacco control efforts among blue-collar workers is likely to be enhanced when health promotion programs are integrated with occupational health initiatives. There are numerous additional pathways in this model yet to be explored. The next generation of research ap- plying a social-contextual model of behavior change might consider assessing and addressing the roles of other social-contextual features of blue-collar workers' lives, both inside and outside of work. We offer examples of promising directions for future intervention research aimed at reducing tobacco use among blue-collar workers-either by intervening to change elements of the social context or by enhancing the relevance of interventions by understanding these important realities of workers' lives.
Management Commitment and Support
Evidence indicates that management commitment to a comprehensive worker health program provides a key foundation for success. [94] [95] [96] Management commitment and support is necessary for improvements in organizational factors, such as job conditions and organization support for behavior change, as shown in Figure 2 . For findings from worksite-based research to be broadly adopted by employers, it will be necessary to gain their support and commitment-as indicated, for example, by their willingness to allocate resources to worker health initiatives. Employer support may be reflected in corporate plans or mission statements that enable workers to act in the interests of their health. 97 Research is needed to identify ways to mobilize and sustain management commitment across a range of settings, from small to large firms, within the public and private sector, and across a range of industries. The WellWorks interventions with management to improve health and safety programs provide 1 promising model (A. D. LaMontagne et al., unpublished data); additional studies are needed (1) to learn whether such interventions are effective in other types of worksites and (2) to  PUBLIC HEALTH MATTERS  identify strategies for increasing management support for health promotion activities as part of occupational health programs.
The Role of Labor Unions
The influence of organized labor has been underused in efforts to reduce tobacco use among blue-collar workers. Yet unions have a long-standing commitment to worker health, as evidenced by their advocacy of worker health and safety and the support many unions demonstrate for worksite tobacco control programs and policies. 98 As shown in Figure 2, labor unions can encourage a supportive organizational climate for health behavior changes by influencing reductions in occupational exposures or improvements in job conditions. Research is needed in several areas:
(1) to assess whether labor unions-alone or in labor-management collaborations-provide an effective community-based channel through which to implement integrated health promotion-health protection programs to reduce smoking; (2) to identify successful strategies for engaging labor-managementsponsored health and welfare funds, which are providers of health insurance to many unionized workers, in increasing financial coverage of smoking cessation therapies 99 ;
and (3) to assess strategies for encouraging labor-management cooperation in developing and enforcing worksite policies to protect workers from exposure to environmental tobacco smoke. 100 
Organization of Work and Job Characteristics That Influence Worker Health
Job characteristics and the organization of work are also important correlates of smoking behavior. Shift workers have particularly high rates of smoking. 101 Job content and the dynamics of the workplace have ramifications for a worker's health. These effects clearly extend well beyond blue-collar workers to influence workers in a range of jobs. "Job strain" results when workers face high psychological workload demands combined with low control or decisionmaking latitude in meeting those demands 102 and may be compounded by a lack of social support. 103 Other specific stressful working conditions may include involuntary overtime, piece-rate work, inflexible hours, arbitrary supervision, and deskilled work. Assessment of job content may lead to necessary changes in the organization of work, which has been described as central in a range of worksite interventions. 54, 88, 104, 105 Breaks must be structured to provide fair and adequate rest; in some workplaces, a smoking break may be the only valid way a worker can have temporary relief from physically or mentally demanding work. Research is needed to develop intervention methods to improve the nature of work and to explore the role of modifications in work organization in contributing to the success of tobacco control efforts.
Social Support and Social Norms Supporting Worker Health
Prior research indicates that coworker support is important in quitting smoking. 56 Coworker discouragement of quitting has been associated with lower confidence in one's ability to quit smoking, and the pressure that smokers feel from nonsmokers has been shown to be effective in motivating them to quit. 106 Blue-collar workers are likely to experience social norms less supportive of tobacco control than are whitecollar workers. 79 Social norms and social support, from both coworkers and supervisors, are also important in workers' compliance with protective recommendations. 79, 107 Research on ways to incorporate social resources in the job setting to support smoking cessation may be instructive. Incorporation of buddy systems, support groups, and peer-led programs may be useful in encouraging smoking cessation. 84 Research is needed to explore ways to influence social norms among blue-collar workers, on the basis of a tangible understanding of their norms, values, priorities, and day-to-day realities.
Other Aspects of Workers' Social Contexts
The social contexts in which workers live, both on and off the job, clearly influence workers' health behaviors, including tobacco use. These forces are also likely to shape the effectiveness of interventions. It is important to understand, for example, how time on the job is structured, the meaning of smoking within one's work group, and work stressors, such as those described under Organization of Work and Job Characteristics that Influence Worker Health. The worker's social context also includes socioeconomic conditions, as well as the physical, social, and cultural environments that influence access to health information, social support, social networks, social norms, cultural beliefs, and attitudes regarding health. 97, 108 Research is needed to explicate the smoking patterns of family members and friends, the strains presented by balancing multiple roles at home and at work, available social resources, and cultural norms and beliefs, as well as ways to incorporate this information into delivering interventions.
Structural Barriers to Blue-Collar Workers' Participation in Interventions
Blue-collar workers are less likely than white-collar workers to participate in health promotion programs. It is necessary to understand and address structural barriers to workers' participation. 109 Organizational support for health behavior change may involve strategies to reduce structural barriers to program participation. For blue-collar workers, supervisors function as gatekeepers who control worker access to health promotion activities. 79 For instance, to keep production lines moving, supervisors may refuse to allow workers to attend programs on company time. Further barriers may include working overtime, doing shift work, having a second job, carpooling to work, commuting long distances to work, and responsibilities at home. 110 As noted above, management support and commitment can serve to reduce these structural barriers by placing high priority on a comprehensive program supporting worker health, with the same levels of support communicated for different groups of workers. Given the push to keep production moving, it may also be necessary to structure smoking cessation programs around the schedules of line workers, bring programs to production floors and break rooms, provide self-help and tailored strategies that do not depend on group attendance, or time programs to fit within the break times of workers. Intervention research is needed to identify effective strategies to reduce these barriers.
DISCUSSION
Growing disparities in tobacco use prevalence are a major challenge facing tobacco control efforts. Rates of tobacco use are especially elevated among some groups of workers, particularly those employed in blue-collar occupations. These workers are employed in settings generally less supportive of nonsmoking. For example, they also report a lower prevalence of restrictive smoking policies in worksites where they are employed 111 and less assistance in quitting smoking from employers 1 compared with the assistance reported by other workers. 112 Health promotion programs are less available to workers with low education levels. 113 Evidence also suggests that blue-collar workers are less likely to participate in worksite health promotion programs than are white-collar workers. 79, [114] [115] [116] [117] [118] When they do participate, they may be less successful in changing health behaviors than are their white-collar counterparts. 119 We have proposed a social-contextual model for understanding the pathways by which socioeconomic position may influence disparities in tobacco use. We have illustrated the application of this conceptual model by examining the implications of the work experiences of blue-collar workers. Through a series of studies, we have expanded worksite tobacco control interventions to include 1 component of workers' day-to-day experiences: exposures to occupational hazards. In the WellWorks-2 study, the integrated health promotion-occupational health and safety intervention resulted in a doubling of quit rates among blue-collar workers. According to estimates by Colditz, if this intervention were disseminated to the population of blue-collar smokers in Massachusetts, an estimated 2880 cases of lung cancer could be avoided, with additional benefits expected to accrue in other tobacco-related diseases. 120 Our research to date has focused on testing the efficacy of this integrated approach. As discussed under Empirical Evidence in Support of the Model, several factors might account for the synergy between hazardous occupational exposures and tobacco control issues, such as workers' exposure to job hazards and to cigarettes, workers' sense of futility in addressing their own health behaviors while being exposed involuntarily to hazardous substances at work, and workers' concerns that job-related health and safety issues may not be addressed by management. Future research may articulate the role and relative salience of each of these factors, thereby refining the basis for intervention approaches.
Broad adoption of an integrated approach to tobacco control, such as the approach tested in the WellWorks studies, must address key structural barriers. Given the complexity required for effective interventions, it becomes increasingly important that we build bridges across disciplines interested in worker health. Worksite tobacco control programs generally are offered separately from occupational health and safety efforts, usually within the context of health promotion programs. There is a need for synthesis, integration, and communication between separate training programs for health educators and occupational health and safety professionals, who seldom share curricula and intervention methodology. 63, 104, 121 Research to develop effective intervention strategies integrating tobacco control and occupational health and safety also requires an interdisciplinary approach, with representation from occupational health and safety, behavioral and social sciences, organizational change, health promotion, labor education, and quantitative and qualitative methods. 71, 104, 121 Experts in these areas are likely to read different journals, attend different professional meetings, and employ different research methodologies. Indeed, our diverse backgrounds have contributed to differing ideological approaches to and understanding of responsibility for worker health. Starting with the assumption that worker health begins with individual behavior change leads to a different set of intervention strategies than does starting with the assumption that management bears primary responsibility for worker health. 71, 121 Overcoming the segmentation of these fields ultimately will require a common model of work and health, which will provide for resolution-or at least understanding-of our different assumptions, vocabulary, research methods, and intervention approaches. Full implementation of these recommendations regarding intervention and research needed may also require changes in the ways that funders view tobacco control and occupational health. A comprehensive view of worker health would be supported by systematic funding of interdisciplinary, collaborative research and training.
The social-contextual model helps us frame new interventions in promising directions by targeting previously untargeted elements of the social context of the work setting to reduce tobacco use among blue-collar workers. We have articulated directions for future research based on the social-contextual model. This model provides a structure for examining the ways in which social-contextual factors help explain observed patterns of tobacco use. It is important that we understand workers' resources, available social supports, and sources of social capital; social norms supporting tobacco use as well as those supporting nonsmoking; and the implications of daily stressors, competing role responsibilities, occupational exposures, and other pressures on the job. Through an understanding of these factors, we will be able to identify modifying conditions and mediating mechanisms that can be incorporated into intervention design. This research agenda needs to include the design and testing of interventions that aim to modify features in the social context; in addition, it is necessary to understand the patterns of social circumstance that occur with social disadvantage and to use this information to inform and improve intervention design.
To accomplish this research agenda, it will be necessary to deploy a broad range of research methodologies and designs, from hypothesis generation and methods development to dissemination research. 122 The socialcontextual model underlines the importance of formative research to understand the realities of people's daily experiences-to illuminate the black box representing the pathways by which socioeconomic position influences tobacco use patterns. It is necessary that we incorporate qualitative methods to enrich the depth of our understanding and to explore uncharted territory. 123, 124 Observational studies may suggest new intervention directions as we observe the evolution of change. 125 Targeted methods development studies are needed to provide the opportunity to refine  PUBLIC HEALTH MATTERS  interventions for specific populations and must lead to randomized trials. [125] [126] [127] Durability and dissemination research is needed to identify ways to sustain interventions and maximize their impact through widescale adoption.
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The social-contextual model provides a useful framework for enhancing interventions aimed at reducing socioeconomic disparities, and it can be applied to other sources of disparity and within other settings. For example, the Harvard Cancer Prevention Program Project is applying this model to cancer prevention interventions that target improvements in diet and physical activity with working-class, multiethnic populations through health centers as well as worksites. 37 Future research is needed to test aspects of this model across a range of settings, such as schools, housing developments, and faith-based and other community organizations. In summary, the social-contextual model provides a framework for incorporating into tobacco control interventions important lessons from social epidemiology about the pathways through which socioeconomic position may influence tobacco use. To reduce social disparities in tobacco use, we must disentangle the meaning of socioeconomic position; we must translate occupation into the ways it shapes everyday experiences on and off the job. With broadened understanding of bluecollar workers' social context and an appreciation of their available assets and resources, it will be possible to identify new intervention opportunities and methods to enhance the efficacy of existing intervention approaches. 
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